Objective: To examine the prevalence of comorbid Axis I (current and lifetime) and II disorders in adult men and women with attention-deficit hyperactivity disorder (ADHD).
A DHD is a pervasive, complex, heterogeneous disorder.
Population surveys have estimated the prevalence of ADHD in adults to be 4.4%. 1, 2 Studies have shown that adults with ADHD have a greater risk for different psychiatric disorders. Most adults with ADHD can have one or more cooccurring psychiatric disorders during their lifetime. 3 Sobanksi 4 reports between 65% and 89% of all patients with ADHD will suffer from one or more psychiatric disorder. A study focusing on Axis I and II disorders showed that 83.7% of patients with ADHD suffered from at least one comorbid Axis I disorder and 78.5% suffered from at least one PD. More than 45% of the patients had 2 or more comorbid PDs and nearly 60% had 2 or more Axis I disorders. 5 This high rate of comorbidity is a distinct feature both in children and in adults with ADHD. Spencer et al 6 point to neurobiologic and genetic underpinnings to explain the development of ADHD and comorbid conditions, even though the etiology is unknown.
One of the challenges is to establish whether symptoms are indeed due to ADHD and not another condition, or if another condition is comorbid with ADHD. These distinctions have serious implications not only for the accurate diagnosis of these conditions but also for optimal treatment and outcomes.
Axis I Disorders and ADHD
Retrospective clinical studies of adults with ADHD showed a prevalence rate between 10% and 45% for anxiety disorders 2, 4, 7 and 35% and 50% for depressive episodes. 2, 7 Results from the National Comorbidity Survey Replication showed that adults with ADHD were significantly comorbid with a wide range of DSM-IV disorders. 2 The Institute for Social Research at the University of Michigan conducted a nationally representative survey of English-speaking adult residents (n = 9282). Respondents with ADHD had any mood disorder (38.3%) (MDD, dysthymia, or BD), any anxiety disorder (47.1%) (GAD, posttraumatic stress disorder, panic disorder, agoraphobia, or obsessive-compulsive disorder), social phobia (29.3%), specific phobia (22.7%), or any SUD (15%), such as alcohol or drug abuse and (or) dependence. 2 Barkley and Murphy 8 report on comorbid psychiatric disorders in the University of Massachusetts Project that describes extensive evaluations of adults with ADHD (n = 146) on various measures of adaptive functioning across different domains of life activities. These adults were compared with a community control group (n = 109) and a clinical control group (n = 97). Using the SCID, 9 results showed that both the ADHD group (36%) and the clinical control group (33%) were significantly more likely to have experienced major depression at any time in their life, compared with the community control group (8%) and were at a significantly increased risk for current dysthymia. The authors note that depression may not be a specific comorbidity for ADHD in adults; it may reflect a possible nonspecific association with clinic-referral status. 8, p 3 The ADHD group and the clinical control group also had significantly higher anxiety scores than the community control group (ADHD group = 17%, clinical control group = 14%, community control group = 1%) and higher scores for substance abuse for lifetime and current alcohol abuse and (or) dependence and cannabis abuse and (or) dependence. 8 Particular comorbid conditions seem to be associated with other comorbid conditions. Fischer et al 10 looked at the role of comorbid MDD in adults with ADHD (n = 320) and showed that outpatients with ADHD and MDD had higher frequencies of GAD and social phobia than adults with ADHD and no MDD (particularly women). (However, the authors note limitations that affect the generalizability of ODD is also associated with the development of other disorders. In a study examining the rates and clinical correlates of ODD in psychiatrically referred adults (n = 219), nearly one-half of the sample had a history of ODD and more than one-half had ODD without CD. 11 Adults with a lifetime history of ODD also had high rates of comorbid BD, anxiety, and SUDs. These findings are consistent with other studies describing comorbidity in children with ADHD and ODD (for example, Biederman, et al 12 ). Lifetime prevalence rates of antisocial, mood, anxiety, and substance abuse disorders and ADHD are consistent across child and adult populations. 13 Lifetime ADHD and comorbid psychopathology were assessed in a multiplex family study 14 (n = 435 parents of children with ADHD). Findings showed that parents with ADHD had more lifetime psychopathology that was not explained by clinical referral bias. Eighty seven percent of parents had at least 1 other disorder and 56% had at least 2 other psychiatric disorders. ADHD was associated with disruptive behaviour, substance use, mood and anxiety disorders, earlier onset of major depression, dysthymia, ODD, and CD. 14
ADHD Subtypes and Comorbid Axis I Disorders
Studies that examined ADHD subtypes and comorbidity showed similar results. Sprafkin et al 15 compared psychiatric comorbidity between ADHD-I, ADHD-H, and ADHD-C subtypes in adults. Comparisons were made between a clinic sample (n = 487) and a nonreferred community sample (n = 900). All ADHD subtypes reported more severe comorbid symptoms than those without ADHD. In general, the ADHD-C had the highest ratings of comorbidity. ODD, CD, and substance use were more associated with hyperactivity than inattention especially in men. In addition, manic symptoms were found to be more associated with the ADHD-H than with the ADHD-I.
In a retrospective study 16 looking at the prevalence of ADHD in 152 adults with alcohol dependence (n = 91) or multiple substance addiction (n = 61), results showed that most adults with alcohol dependence and multiple substance addiction had ADHD-I. Results showed that adults in the ADHD-C group were more likely to have comorbid ODD (45%) than the ADHD-I group (19.4%) and the control group (0%). The ADHD-C group also had higher rates of comorbid alcohol dependence and (or) abuse and cannabis dependence and (or) abuse than the control group; however, the 2 ADHD groups did not differ significantly from each other on these measures. 17 Interview data revealed that adults in the ADHD-C group reported having been arrested, whereas adults in the ADHD-I group and the control group did not. Both ADHD groups reported being considered by others as drinking too much and reported using drugs more than the control group. Scales that tapped psychological maladjustment showed that both ADHD groups differed significantly from each other on hostility (ADHD-C, mean = 69.7 [SD 11.2] and ADHD-I, mean = 64 [SD 9.6], P < 0.001) and paranoid ideation (ADHD-C, mean = 66 [SD 10.9] and ADHD-I mean = 61.5 [SD 12.8], P < 0.001). 17
Comorbid Disorders and Sex in ADHD
Adults with ADHD have a higher lifetime prevalence of ASPD, CD, and ODD than adults without ADHD. This is more prevalent and problematic with men than women. Biederman et al 18 compared previous findings from a sample of adults, (n = 78 men, n = 50 women) with ADHD and comorbid disorders, compared with a matched control group, with findings from a more recent study that had 219 adults (62% men, 38% women). Men with ADHD have a higher lifetime prevalence of CD, ODD, and ASPD than women with ADHD; however, both men and women had higher rates than the control groups on these disorders. 18 In an earlier study, Biederman et al 19 found that in general, men with ADHD had higher rates of SUDs: alcohol abuse (26% men, 15% women) and drug dependence (23% men, 18% women) than females with any type of ADHD. However, women with any type of ADHD had higher rates of depression (36% women, 31% men) and dysthymia (16% women, 14% men) than men with ADHD. 19 However, compared with a control group, adults (both men and women) with ADHD had higher rates of mood disorders. [18] [19] [20] In brief, retrospective studies, clinical studies, and epidemiologic studies showed that overall the rate of comorbidity among adults with ADHD was high. Certain Axis I disorders, such as mood, anxiety, phobias, and SUDs, were more likely to be associated with ADHD than others. Males with ADHD were more likely to have disruptive behaviours, CD, ODD, and substance use, compared with females with ADHD. Females with ADHD were more likely to have depression or dysthymia. Studies that looked at ADHD subtypes and comorbid disorders showed that adults with ADHD-C had higher rates of dysthymia, alcohol abuse and (or) dependence, and cannabis abuse and (or) dependence.
Axis II and ADHD
What is the prevalence of ADHD and comorbid Axis II disorders? There are few studies documenting the comorbidity of PDs and ADHD. Axis II comorbidity is inadequately mapped and even findings on Axis I psychopathology have been inconsistent. 21 These authors posit that ADHD can alter personality, which could increase the risk of a PD in later development. Alternatively, both ADHD and certain PDs could be related to the same extreme personality diathesis. 21 Axis II disorders that have been associated with ADHD include BPD, 22 histrionic and narcissistic traits, 23 and ASPD. 4, 24 To further clarify the clinical validity of the ADHD construct in relation to Axis I and II disorders, Miller et al 21 conducted a study with men and women (n = 363) grouped into ADHD subtypes and non-ADHD control subjects. Axis II disorders were divided into 3 composite variables: Cluster A (PPD, SZPD, and STPD), Cluster B (BPD, ASPD, HPD, and NPD), and Cluster C (AVPD, DPD, and OCPD). Results showed that the ADHD subtypes did not differ on any of the clusters. However, ADHD was associated with an increased likelihood of having a Cluster B PD (BPD was a significant predictor) and one or more Cluster C PD (specifically, OCPD and AVPD). Sex differences were nonsignificant.
A controlled, retrospective study that looked at the history of ADHD in childhood and risk factors for developing BPD as an adult, showed a significantly higher prevalence of ADHD in subjects with BPD (59.5%) but not with other Cluster B (10.6%) or Cluster A and C (10.5%) disorders. 25 Sobanski 4 reports on longitudinal studies of children as well as retrospective studies in adults with ADHD with higher rates of ASPDs. Findings suggest that the risk for becoming an adult offender is greater when the pattern of delinquency and conduct problems are present from childhood into adolescence.
In summary, we saw that ADHD is associated with high rates of comorbidity. Often, there is a continuity of these comorbid conditions from childhood into adulthood. In adulthood the problem becomes more complex and PDs (Axis II) are added to the Axis I comorbidities. To further examine these and other findings, we thus undertook a study to document the prevalence of both Axis I (past and current) and Axis II comorbid disorders in adults with ADHD.
Methods

Sample
The sample size was 447 adults (266 males, 181 females), aged 17 to 74 years. Among this sample, 335 patients had ADHD (ADHD-I [n = 199], ADHD-H [n = 24], or ADHD-C [n = 112]) ( Table 1) .
Patients were either referred by family physicians, psychiatrists, university mental health clinics, community health clinics, or were self-referred. Adults were seen at the Adult ADHD Research Clinic at the Montreal Children's Hospital. Some of the adults subsequently also participated in other research projects on ADHD at the clinic. Each patient was screened in a telephone interview before scheduling an appointment to come to the clinic to sign informed consent forms and complete the remainder of the ADHD assessment.
The study was approved by the Institutional Ethics Committee.
The exclusion criteria included: any past or current psychotic symptomatology, any current and severe psychiatric comorbidity that required immediate treatment such as BD, depression, suicidality, current substance use, any medical condition that could preclude the use of stimulant medication such as hypertension, cardiac disease, and Tourette syndrome, any organic mental disorder or other significant neurological disorder, for example, epilepsy, head injury, chorea, multiple schlerosis, deafness, or blindness, and an IQ score below 80.
Diagnostic Process
The diagnostic process for the assessment of ADHD was 2-fold: first, the patient and an informant completed the following questionnaires on ADHD symptoms both in childhood and in adulthood: the WURS, 26 the Barkley's Childhood Symptoms Scale-Self Report and Other Form, 27 the Barkley Current Symptoms Scale Self-Report and Other Form, 27 and the CAARS. 28 The WURS 26 is a retrospective measure of childhood ADHD symptoms and a self-completed measure of adulthood ADHD symptoms. The subset of 25 items from the 61-item scale has been shown to correlate highly with parental reports of childhood behaviour.
The Barkley's Childhood ADHD Symptoms Scale 27 has 18 items on ADHD behaviours (for children aged 5 to 12 years). The Current ADHD Symptoms Scale 27 has the same 18 items but refers to the last 6 months of the patient's history. Normative data are available for men and women (aged 17 to 60 years). Lastly, the CAARS 28 is a 66-item questionnaire that evaluates ADHD symptoms in adults.
When the questionnaires were completed and scored (and met criteria), the patient was scheduled for the second part of the assessment where the purpose was to diagnose the presence and severity of 18 DSM-IV ADHD symptoms in childhood and adulthood and to assess for Axis I and II disorders.
Trained research assistants in psychology or counselling psychology used the Conners' Adult ADHD Diagnostic Interview for DSM-IV-Part I and II. 29 The first part contains questions about the demographic data of the patient, the developmental course of the patient's attentional problems, any associated risk factors, the past and current health history, as well as the adult psychiatric history. Then, the interview assesses for the presence of ADHD using the DSM-IV criteria, which obtains information on the age of onset, the pervasiveness, and level of impairment associated with the ADHD symptoms.
The assessment examined Axis I and II disorders to consider factors other than ADHD that could provide an explanation for inattention symptoms using the SCID-I 30 and -II. 31 The SCID-I is a semistructured diagnostic interview designed to make a reliable Axis I psychiatric diagnosis using the DSM-IV criteria. The SCID-I interview assesses the following disorders: depression, BD, dysthymia disorder, anxiety disorders, SUDs, eating disorders, and antisocial disorders. The SCID-I interview also examines the past and current history for each mood disorder.
The SCID-II 31 is also a semistructured diagnostic interview with 12 groups of questions corresponding to the following PDs: AVPD, DPD, DPPD, OCPD, PAPD, STPD, SZPD, PPD, HPD, NPD, BPD, and ASPD.
Following the interviews, a 5-axis DSM-IV-TR diagnosis was made and a Clinical Global Assessment Scale was completed. Lastly, patients received an assessment letter outlining the results of the questionnaires on ADHD, the Axis I and II assessments, the cognitive tests, and recommendations made by the principal investigator.
Statistical Analysis
Our study's purpose was to examine the prevalence of Axis I and II disorders among adults referred for ADHD diagnosis. Using SPSS statistical software, version 10.0 (SSPS Inc, Chicago, IL), descriptive statistics (counts and percentages) were computed using crosstabs on this categorical data. Chi-square contingency tests were performed to examine whether there were significant differences on Axis I and II disorders between adults with and without ADHD. Statistical significance was defined at the P < 0.05 level.
Differences in comorbidity between the subtypes were also examined; however, there were only 24 subjects in the ADHD-H group, compared with 199 in the ADHD-C group and 112 in the ADHD-I group. Therefore, subgroup comparisons were limited to the ADHD-C and -I groups.
Logistic regression analyses were done to examine the relation between Axis I (past and current) and II disorders and sex (male and female) as the dependent variable. The Omnibus tests of model coefficients report significance levels using the chi-square method and tests if the model with the predictors is significantly different from the model using only the intercept. The Omnibus test tests the capability of all the predictors in the model jointly to predict the response variable (or the dependent variable). A significant finding means that there is an adequate fit of the data to the model; at least one of the predictors is significantly related to the dependent variable. Statistical significance was again, defined at the P < 0.05 level. The predictor selection scheme used in these analyses was the forward Wald test. Omnibus tests can also interpret the change in the model significance when adding a variable (stepwise) or block of variables to the model.
Results
ADHD and Sex
A chi-square analysis showed a significant association between sex and ADHD status (c 2 = 5.266, df = 1, P < 0.02). The ADHD group had significantly more men (62%) than women (37.6%). This male-female difference held true for all the subtypes, with no significant differences between subtypes (Table 1 ).
ADHD and Comorbid Axis I and II Disorders
Adults with ADHD, compared with adults without ADHD, had significantly more current (49% and 33.6%, respectively) and past (71.3% and 54.5%, respectively) Axis I (Table 2) , specifically, specific phobia (5.97% and 0.89%, respectively), social phobia (11.04% and 4.46%, respectively), panic disorder (6.56% and 2.67%, respectively), depression (19.10% and 7.14%, respectively), and nicotine dependence (10.15% and 0.89%, respectively).
Past Axis I disorders associated with a diagnosis of ADHD showed similar results: specific phobia (6.87% and 0.89%, respectively), panic disorder (9.87% and 3.57%, respectively), depression (33.43% and 21.43%, respectively), CD (6.27% and 0.89%, respectively), antisocial disorder (5.07% and 0%, respectively), and nicotine dependence (11.64% and 0.89%, respectively).
The Axis II disorders differed significantly in the ADHD group, compared with the non-ADHD group (50.7% and 38.2%, respectively), specifically, AVPD (12.54% and 6.25%, respectively) and PAPD (13.13% and 6.25%, respectively).
ADHD Subtypes and Comorbid Axis I and II Disorders
As the ADHD-H had only 24 subjects, compared with 199 in the ADHD-I and 112 in the ADHD-C groups, comparisons were only carried out between the latter 2 groups. However, percentages for the ADHD-H group are still included in Table 3 for reference purposes. Generally, the ADHD-C group, compared with the ADHD-I group, had significantly higher current (59.8% and 45.7%, respectively) and past More specifically, results showed that the ADHD-C group was significantly associated with the following current Axis I disorders: specific phobia (14.29% and 1.5%, respectively), panic disorder (11.61% and 4.02%, respectively), and major depression (22.32% and 19.1%, respectively).
For Past Axis I disorders, results were similar: the ADHD-C group, compared with the ADHD-I group, was significantly associated with specific phobia (16.07% and 2.01%, respectively), social phobia (17.86% and 12.56%, respectively), major depression (39.29% and 31.16%, respectively), CD (9.82% and 4.02%, respectively), ASPD (8.04% and 3.52%, respectively), and pathological gambling (3.57% and 0%, respectively).
For Axis II disorders, the ADHD-C group, compared with the ADHD-I group, had again significantly higher rates of OCPD (27.585% and 8.04%, respectively), PAPD (21.43% and 9.05%), NPD (12.5% and 2.51%, respectively), and BPD (24.11% and 10.05%, respectively).
ADHD and Comorbid Axis I and II Disorders and Sex
Three different logistic regression analyses were performed to examine the association of sex (male, female) with Axis I (current), Axis I (past), and Axis II disorders as the predictor variables ( Table 4 ).
Results of the first logistic regression analysis showed that using the Omnibus tests of model coefficient, the overall model was significant (c 2 = 13.67, df = 2, P < 0.001). In other words, the capability of all the predictors (current Axis I disorders) in the model jointly predicted in this case, sex (male or female) as the response variable compared with the model with only the intercept. 32 Using the forward stepwise method, the 2 predictor variables that showed a significant change in the model were: current panic (Wald = 10.158, df = 1, P < 0.006) and current drug abuse (Wald = 4.593, df = 1, P < 0.03).
More women with ADHD (68.18%) had current panic disorder than men (31.82%). There were more men (66.67%) with current drug abuse than women (33.33%). Current social anxiety and depression were not included in the model; however, these variables were nearly significant.
A second logistical regression analysis was done to examine the association between past Axis I disorders as the predictor variables and sex (male or female) as the response variables. Results using the Omnibus tests of model coefficient showed that the overall model was significant (c 2 = 31.973, df = 4, P < 0.001). Using the forward stepwise method, 3 predictor variables showed a significant change in the model: past panic (Wald = 7.769, df = 1, P < 0.005), past anorexia (Wald = 4.306, df = 1, P <.038), past bulimia (Wald = 6.982, df = 1, Axis II variables entered in the logistic regression equation:
Step 1 ASPD, Step 2 BPD P < 0.008). There were more women with ADHD (63.64%) with past panic disorder than men (36.36%). Eighty-five per cent of women had a history of past anorexia, compared with 14.29% of men. Sixty-two percent of women with ADHD had a history of past bulimia, compared with 12.5% of men. The model also showed that pathological gambling was nearly significant as was depression.
The third logistical regression analysis was used to see the relation between Axis II disorders, as the predictors, and sex (male or female), as the response variable. Results from the Omnibus tests of model coefficient showed that the overall model was significant (c 2 = 14.933, df = 2, P < 0.001). More specifically, the forward stepwise method showed that 2 predictor variables significantly changed the model: BPD (Wald = 6.543, df = 1, P < 0.01) and ASPD (Wald = 8.297, df = 1, P < 0.004). DPPD, although left out of the equation, was nearly significant. In summary, sex effects suggested that women with ADHD (52.08%) were more likely to have BPD than males with ADHD (47.92%). ASPD was more predominant among males with ADHD (81.82%) than women with ADHD (18.18%).
Discussion
Adults with ADHD, compared with adults without ADHD, had higher rates of current and past Axis I and II disorders. Similar findings were reported by Young et al 33 who compared a clinical control group, a community control group, and an ADHD group, and found rates of depression and anxiety were significantly higher in adults with ADHD. We, too, found that both current and lifetime episodes of depression were significantly higher in adults with ADHD and more specifically, in adults with ADHD-C. However, it must be stressed that the non-ADHD group was a clinically referred group that did not meet criteria for ADHD and was not a normal control group. This difference from a clinically referred group, makes the findings even more significant.
Anxiety disorders were also consistently associated more in the adults with ADHD than those without ADHD. More specifically, results from this study showed an effect of current specific phobias and current panic disorders in adults with ADHD. Past Axis I disorders only showed specific phobia and social phobia to be increased in adults with ADHD. In addition, past and current panic disorders were significantly more frequent in women than men with ADHD.
Results from this study indicated higher rates of past and current nicotine dependence in the ADHD group. Sex effects showed higher rates of men than women with current drug abuse. This was consistent in other studies that examined sex effects. 15, 18, 33 Sprafkin et al 15 found that in the ADHD-H group more men than women had higher rates of substance use. Young et al 23 found that the ADHD group and the clinical control group had more drug problems than the control group.
In contrast, Sprafkin et al 15 found limited sex interactions in the clinic sample, noting that sex did not appear to moderate the association between ADHD and the prevalence of comorbid psychiatric disorders in clinical samples, and that men and woment with ADHD can have similar phenotypic features.
In our study, some of the discrepancies concerning sex could be due to the fact that one of the exclusion criteria for this study was current alcohol and drug abuse or dependence; therefore, the sample may not have been representative in this regard.
Findings from our study showed that adults in the ADHD group (which included the ADHD-I, -H, and -C groups) had higher rates of past ASPD and OCPD than adults with no ADHD. When we examined the effect of sex and antisocial disorders and CDs in adults with ADHD we found that more men than women had antisocial disorders. Results were consistent with Biederman et al 34 who also found a higher proportion of adults (both men and women) with ADHD with CD, ODD, or ASPDs. Past pathological gambling was also found amongst adults from the ADHD-C group. 34 Lastly, Wilens et al 35 investigated ADHD and BD in youth, stating the need for studies of BD and adults. In our study, findings did not show any significant effects on adults with and without ADHD who had been diagnosed with BD. However, given that this was an exclusion criterion, it would be understandable that we would not expect to find elevated rates of BD in this sample.
When we examined Axis II disorders and ADHD we found that AVPD and PAPD were seen more in adults with ADHD than adults without ADHD. OCPD, PAPD, NPD, and BPD were consistently higher in adults with ADHD-C. Sex effects were seen in BPD (more women than men) and ASPD (more men than women).
Our findings are consistent with studies that looked at Axis II disorders and ADHD where associations with ADHD and BPD, 22 HPD and NPD, 23 and OCPD 24 were found. Few studies looked at ADHD subtypes and Axis II disorders. There were no sex differences found regarding Cluster B (BPD, ASPD, HPD, and NPD) or Cluster C (AVPD, DPD, and OCPD) and ADHD. 21 However, Fossati et al 25 found a higher prevalence of ADHD in subjects with BPDs but not in ASPD, HPD, or NPD. Sobanski 4 also pointed to a subgroup of patients with BPD who had comorbid ADHD. Results from our study, and reports in the literature, suggest an association between ADHD and some Axis II disorders. However, to date, studies looking at Axis II disorders and ADHD are relatively few. More of such studies are needed to clarify this issue.
Limitations
The non-ADHD comparison group was a clinically referred group, thus results might have been different if a control group had been used. Also, some patients in this study had more than one disorder, which, in the future, should be taken into consideration when analyzing the data. Exploration of adults with ADHD who have past and current Axis I and II disorders and those without any comorbidity should also be undertaken to help differentiate the highly comorbid, compared with the noncomorbid, subjects.
The exclusion of subjects with current substance abuse and current severe psychiatric comorbidity requiring immediate treatment, might have biased the ADHD group to be less severely comorbid and may account for some of the differences seen in this study, compared with other studies.
Different measures of anxiety, depression, SUDs, and PDs would help in examining these conditions in greater depth regarding sex and subtypes.
Clinical Relevance
This study showed that the rate of comorbid Axis I and II disorders in adults with ADHD was high. Specifically, 71.9% of adults with ADHD had one or more Axis I disorders, and 50.9% had one or more Axis II disorders. The most common Axis I disorders associated with ADHD were: anxiety disorders, mood disorders, behaviour disorders, and SUDs. In addition, the Axis II disorders associated with ADHD were: AVPD, OCPD, PAPD, NPD, ASPD, and BPD.
Subjects in the ADHD-C group, compared with subjects in the ADHD-I group, tended to have more current and past Axis I and II disorders. Men with ADHD are at increased risk for drug abuse and to have ASPD, whereas women tend to be affected by eating disorders (anorexia and bulimia) as well as panic disorders. BPD was more prominent among women than men.
Therefore, it is crucial that comprehensive assessment and treatment of ADHD include a thorough evaluation and treatment of comorbid Axis I and II disorders. Only then will the patient receive the comprehensive treatment they require, and only then will severe impairment be corrected and further deterioration and comorbidity be prevented. Dr Hechtman has received research support, served on advisory boards, and has been a speaker for Ely Lilly, Glaxo Smith/Kline, Ortho Janssen, Purdue, and Shire. She owns no stocks in any of these companies. 
